Early identification of the prodromal phase of a psychotic illness can lead to earlier treatment and perhaps prevention of a first psychotic episode. Up to 35% of 12- to 30-year-old individuals with a family history of psychosis plus a recent deterioration in functioning or new subsyndromal psychotic symptoms become psychotic within 2--3 years, which suggests that these factors have important diagnostic implications (Cadenhead *et al*, [@r2]). It was found in the ABC Schizophrenia Study that in three-quarters of the cases initial psychotic symptoms were preceded by a prodromal phase of several years' standing, which began with non-specific signs such as negative and depressive symptoms (subthreshold) (Häfner *et al*, [@r4]). These had had adverse effects (including social disabilities) on those who subsequently developed schizophrenia (Löffler & Häfner, [@r9]). To adhere only to criteria specifying a number of symptoms or their duration could be misleading and we should take into consideration the level of disability and impairment.

Morbidity and prevalence {#s1}
========================

In post-traumatic stress disorder (PTSD), no significant differences were found between patients with full PTSD and those with subthreshold PTSD regarding their degree of impairment. In fact, though, it is rather difficult to identify clinical criteria that delineate between full-blown PTSD and subthreshold PTSD (Zlotnik *et al*, [@r15]).

Subthreshold symptoms in bipolar disorder impair functioning and diminish quality of life. In one study, a reassessment of bipolar-spectrum disorders with the inclusion of patients with subthreshold symptoms revealed a prevalence at least fivefold greater than found with traditionally defined syndromal diagnostic criteria (Berk *et al*, [@r1]). The authors said that appropriate therapeutic interventions for the subthreshold manifestations should be considered even when threshold-level symptoms are absent.

In a 20-year follow-up study, patients with type I and type II bipolar disorder were found to experience subthreshold affective symptoms for half their lives (Judd *et al*, [@r5]). Many healthy people report depressive and hypomanic symptoms and many are identifiable as manifesting depressive, hypomanic and cyclothymic temperaments, which appear to predispose to the respective affective disorders and personality disorders. Only about 15% of the population report no such symptoms over their lifetime and are 'supernormal', with very low scores for vegetative lability and neuroticism (Merikangas *et al*, [@r11]).

Studies have demonstrated that depressive symptoms in various combinations, including subthreshold conditions, are present in as much as 24% of the population. This suggests that subthreshold and full syndromic disorders can be considered as falling along a spectrum, with subthreshold disorders being viewed as quantitatively milder than, but qualitatively similar to, full syndromic disorders (Shankman *et al*, [@r14]).

Karsten *et al* ([@r6]) suggested that subthreshold depression based on functional impairment is better defined by symptom severity than by number of DSM-IV symptoms.

Types of subthreshold disorder {#s2}
==============================

The only specific subthreshold diagnosis in either ICD-10 or DSM-IV is 'mixed anxiety depression disorder' (MADD), presented in ICD-10 under F41.2, 'Other anxiety disorders'. Data from the National Psychiatric Morbidity Survey suggest that MADD may account for half of all cases of common mental disorders in Britain. Of those with MADD, 12% reported a lifetime suicide attempt and 20% of all disability days in Britain occurred in people with MADD, accounting for around half of all the disability days occurring in people with common mental disorders (Das-Munshi *et al*, [@r3]).

There is a growing literature on subthreshold anxiety disorders, substance use disorders, conduct disorder, antisocial personality disorder and eating disorder. A family study of a variety of subthreshold disorders (MADD, bipolar disorder, anxiety disorders, alcohol use disorders, drug use disorders, and conduct disorder/antisocial personality disorder) in a large community sample of young adults found that a subthreshold disorder may be associated with multiple full syndromic disorders and *vice versa*. Just as there is high comorbidity between full syndromic disorders, there is also high comorbidity between subthreshold conditions. A study on social anxiety disorder (SAD) above and below the diagnostic threshold found that the 12-month prevalence rate for above-threshold SAD was 2%, while it was 3% for subthreshold and symptomatic social anxiety (Lewinsohn *et al*, [@r8]).

Subthreshold eating disorders have been frequently observed in transcultural studies. In a study of 371 Egyptian adolescent girls (age range 13--18 years; 4.4% of the target population), only two cases met the ICD-10 research criteria for atypical anorexia nervosa (0.5% of the sample), while 26 cases met the criteria for atypical bulimia nervosa (7.0%) and 32 cases the criteria for unspecified eating disorders (8.6%). The author suggested that a culture-sensitive nosology for eating disorders was needed (Mahmoud, [@r10]).

Subthreshold personality disorder {#s3}
---------------------------------

Perhaps the most challenging field of research on cultural issues beyond the questions of boundaries between normality and abnormality is in personality functions. Cultural factors can contribute to the debate on whether personality disorders should or should not be considered autonomous mental disorders, or whether some of them are best considered as variants of Axis I disorders (e.g. schizotypal personality disorder as a variant of schizophrenia and borderline personality disorder as a variant of bipolar disorder).

The reliability and validity of the current diagnostic criteria of personality disorders in both ICD-10 and DSM-IV are low when applied in the Arab and North African regions. The schizoid, obsessive and avoidant personality disorders can have religious connotations, for example, and may even be desirable traits. It may be particularly problematic cross-culturally to apply categorical criteria developed in one culture to members of other cultures, for whom relevant categorical thresholds may differ. Again, religious perspectives in traditional societies may offer alternative inter pretations of personality disorders: schizotypal features could connote closeness to God, schizoid features a kind person, paranoid features carefulness; similarly, avoidant behaviour may be praised by some religious conservatives who believe that mixing the sexes is unacceptable and who cherish shyness and avoidance, and anankastic traits may be perceived as meticulousness in following religious rituals. Culture thus affects the perception of mental symptoms -- of what is a mental disorder and what is an accepted social trait (e.g. in traditional and religious societies negative symptoms may connote deeper contemplation of God, while positive symptoms may be attributed as a gift from God for extraordinary perception).

Need for dimensional measures {#s4}
=============================

The addition of continuous, 'dimensional' measures to the various diagnostic domains might help to resolve some of the critical taxonomic issues currently facing the field of mental health. Regier *et al* ([@r13]) recognised that categorical *and* dimensional approaches to diagnosis are important both for clinical work and for research, and that the ideal taxonomy would offer both. To avoid diagnostic chaos, the dimensional scale must reflect the categorical definition and the two must have an obvious relationship to one another.

It is clear that the inclusion of subthreshold or subsyndromal psychiatric disorder should have a place in our current nosology. The suffering, morbidity and functional impairment are almost equal to those of full syndromal disorders. The inclusion of those disorders not accommodated in the current nosology, whether ICD-10 or DSM-IV-TR, should be attempted in the proposed categorical dimensional system in ICD-11 and DSM-V so that we can ameliorate the suffering of people with these neglected mental disorders (Okasha, [@r12]).

There are, though, four ethical questions to be answered:

-   Should we treat people who do not have a disorder by the current criteria of international classifications?

-   Should we take 'quality of life' and 'disability' more into consideration in our diagnostic system?

-   Should we include subthreshold disorders as part of the dimensional spectrum, rather than adding them as separate disorders?

-   If we expand the scope for intervention, how can we address the risk of inappropriate medicalisation and iatrogenic harm from overdiagnosis and balance this against amelioration of suffering and disability caused by subthreshold disorders?
